The burden of cancer affects nearly everyone in the United States today. Most likely, those reading this have had a friend or relative diagnosed with cancer, lost loved ones to the disease, struggled through the scare of a possible cancer diagnosis, or have been treated for cancer themselves. Statistics tell us only part of the story, but underscore the magnitude of the problem: In recent years, about 1.5 million people were diagnosed with cancer; more than 500,000 have died of cancer; and hundreds of billions of dollars were spent on medical costs and lost productivity (U.S. Cancer Statistics Working Group, 2014) . And even as remarkable advances in cancer treatment are emerging, the potential of early detection, primary prevention, and survivorship initiatives hold promise to save lives and reduce suffering.
In an ideal world, all adults would complete recommended age-based cancer screening tests, all smokers would kick the habit, and obesity would be outrun by healthful diets and ample physical activity. But the world is not ideal, and the uptake of effective cancer prevention and detection practices is below where it should be. Moreover, some racial/ethnic and socioeconomic groups are disproportionately affected. When the challenge involves influencing positive health behavior, the barriers range from having access to basic information, to the fear of a cancer diagnosis, to the cost of care, to the difficulty of navigating the health care system. For many, competing priorities, limited social support, and linguistic barriers can sideline preventive care practices.
The seven articles in this theme collection, "New Developments in Cancer and Cancer Screening," attempt to address some of the important issues related to cancer screening for breast, cervical, and colorectal cancer; disadvantaged and ethnic/racial minorities (especially Latino populations); and the adaptation and delivery of interventions for cancer prevention and survivorship. These articles report work that uses targeted approaches to collecting data and providing interventions and use newer data analysis methods to extract additional findings from available data sets.
Five of the articles address the use of cancer screening tests and detection of breast, cervical, and colorectal cancers. The first two articles focus on barriers for inadequately screened women preventing mammography use. Stoll et al. (2015) report on responses of 182 women, mostly Black, who completed a kiosk-facilitated survey about their mammography screening status and barriers to inadequate screening. They found that breast cancer knowledge predicted whether a woman had ever had a mammogram, and the number of overall barriers (structural, cognitive, emotional, and communication) predicted whether a woman was on-schedule for mammograms. In the second article, Documet et al. (2015) analyzed a regional health survey to examine the interaction between perceived social support and education (as a proxy for socioeconomic status) for their association with breast and cervical cancer screening. They found that social support was significantly associated with both mammogram and Pap test adherence, after controlling for age, race, and access to care factors (having a primary doctor and insurance status). However, the interaction between education and social support was significant only for cervical cancer screening among women younger than 40 years.
Both studies advance our understanding of personal, interpersonal, and structural barriers to appropriate early detection for breast and cervical cancer among low-income and minority women. Interestingly, both studies are analyses of larger data sets, increasing the knowledge gleaned from existing studies. The designs are similar-cross-sectional surveys-as are the analytic methods used to answer key questions. Both studies carry the limitations of cross-sectional surveys that rely on self-reported data: causal inference is not possible, and there may be unknown measurement error associated with self-reported data.
Three articles focus on colorectal cancer from complementary perspectives: Fernández et al. (2015) examined the prevalence and correlates of colorectal cancer screening (CRCS) among Latinos in Texas-Mexico border communities; Coronado et al. (2015) studied clinic personnel's perspectives on CRCS in Latino-serving Federally Qualified Health Centers (FHQCs) in Oregon; and Thomson and Siminoff (2015) analyzed interviews from 84 patients diagnosed with colorectal cancer (CRC; but not by routine screening) who identified financial barriers as obstacles to getting healthcare for CRC symptoms.
The study by Fernández et al. (2015) involved face-toface interviews with more than 500 Latinos, age 50 years and older, living in South Texas. The interview queried the respondents' use of CRCS and psychosocial correlates based on the health belief model (Champion & Skinner, 2008) , social cognitive theory (Bandura, 1986) , and the transtheoretical model (Prochaska, Redding, & Evers, 2008) . The respondents were very poor, and a full 40% had never even heard of CRCS tests, and only about one-third had ever completed CRCS. Self-efficacy to complete screening, perceived barriers, knowledge and insurance status were identified as significant barriers to screening. The findings indicate that this uniquely disadvantaged population would need multiple levels of intervention in order to increase their uptake of CRCS. Coronado et al. (2015) conducted an interview study of 17 clinic personnel's perceptions of CRCS at four Latinoserving FHQCs in Oregon. The providers believed that many of their patients were not adequately screened, and identified patient-level, organizational, and external environment factors as reasons for low compliance with recommendations. Access to colonoscopy screening was believed to be particularly limited. Similar to the findings among Latinos in Texas, this study suggests that multilevel strategies are needed to improve the use of CRCS in this population.
The third study on CRC, by Thomson and Siminoff (2015) , included only patients diagnosed with CRC after experiencing symptoms who had identified financial issues as a concern, thus addressing the issue of detection and diagnosis but not directly focusing on routine asymptomatic screening. Their analysis of relevant themes revealed multiple subthemes related to insurance as a barrier-lack of insurance, loss of insurance coverage, underinsurance, and barriers in getting coverage/approval from insurance companies. They also identified finding medical care as a barrier. This study provides a "deep dive" into issues related to insurance concerns as obstacles to delays in obtaining cancer care and reveals a different side of the cancer detection and treatment process that warrants both institutional and education/navigation attention. This is an important area for intervention that parallels efforts to increase the use of CRC screening.
The final two articles in this collection focus on interventions for cancer prevention. Castro et al. (2015) illustrate the process for adapting culturally targeted approaches for overweight Latino smokers. Their study addresses physical activity and fruit/vegetable consumption among Latinos with multiple health risk behaviors by adapting an evidence-based intervention, Motivation and Problem Solving (MAPS). This intervention kept the core elements of MAPS, but made changes to the content and implementation protocol to address behaviors and issues relevant to a unique population. By adapting an existing intervention such as MAPS to be culturally relevant and targeted, the authors hoped it would yield greater benefit, be more appealing, and increase adoption of the intervention. The study reported on a pilot test of the adapted intervention, but its efficacy remains to be tested in a larger study.
The study by Chen et al. (2015) explored the content of posts and the nature of participant engagement with an online workshop for cancer survivors, and how such engagement may affect health outcomes. Like a few of the other articles, social support and strategies to increase self-efficacy were built into the online intervention workshops. Novel analytic techniques related to computational linguistics were combined with more standard statistical approaches to examine themes and associations with outcomes. Findings revealed the importance of completing, not merely making, action plans and self-tailoring were statistically associated with future positive health outcomes. These findings are intriguing and can inform future Internet-based social networking interventions, and the analytic methods should inspire other researchers to consider similar approaches.
Thus, this set of articles addresses health disparities, culturally unique populations, and the application of social cognitive theory and multilevel approaches to improve cancer prevention, detection, and survivorship experiences. Across several populations and behavioral foci, these studies address core factors that influence decision making-economic (low-income, perceived costs of tests), structural (lack of insurance, lack of transportation, access to care), communication (lack of referral), psychosocial (fear of finding cancer), and cognitive (low educational status, inadequate or incorrect knowledge). The articles also focus on overcoming these barriers and factors that facilitate prevention and make for successful interventions-self-efficacy, social support, knowledge, and insurance.
These articles raise several questions about where to focus our attention in the future: What is the best method for reaching these disadvantaged groups and populations to increase screening rates? Should structural changes be implemented before investing in patient and public education about cancer detection? How do social media and online interventions make an impact on health status, health behavior and health disparities? And how will insurance initiatives in the Affordable Care Act (ACA) affect access to cancer detection and care? Monitoring as well as discrete evaluations will be important in informing future progress in cancer control.
No commentary on new research in health education and behavior would be complete without a few words on research methodology and the application of theory. A key lesson from several of these articles is that we need to continue to advance research designs beyond cross-sectional studies relying on self-report, even when studying hard-to-research disadvantaged populations. Furthermore, although the theoretical underpinnings of social cognitive theory and structural factors were often mentioned in these articles, many of the findings were focused at the individual level of patients (as found by Golden & Earp, 2012) . The implications for changes in systems are stated, but require more articulation going forward, including, for example, the nuanced exploration of insurance barriers from Thomson and Siminoff's article.
The core concept underlying prevention is to prepare to reduce problems that will arise in the future. These articles set the stage for, and give us much to ponder about, future contexts for health care, health equity, and the fast-changing communication landscape.
